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CASE REPORTS
Left Atrial Myxoma and Unrelated Mitral Valve Disease
MEIR MAZUZ, MD, NATESA PANDIAN, MD, RICHARD KERBER, MD, FACC
Iowa City, Iowa
Two cases of left atrial myxoma and concomitant, but
unrelated mitral valve disease are reported. The first
patient had severe mitral stenosis and mitral regurgi-
tation due to rheumatic heart disease in addition to a
large immobile left atrial myxoma. At surgery, the tu-
mor was considered unresectable because of its size and
widespread attachment to the left atrium. A mitral com-
missurotomy was performed with temporary improvement.
The second patient had mitral regurgitation due to
mitral valve prolapse (myxomatous degeneration) and
Atrial myxoma is a tumor of protean manifestation (1-4).
Left atrial myxoma most commonly masquerades as mitral
stenosis or combined mitral stenosis and regurgitation (1,3-
9); much less frequently it simulates pure mitral regurgi-
tation (1-12). The coexistence of atrial myxoma with un-
related valvular heart disease, however, is quite uncommon
and has only rarely been described (9,13,14). We report
two cases of large left atrial myxoma in which the patient
had concomitant mitral valve disease that was unrelated to
the tumor. The important features of these cases and the
diagnostic and therapeutic problems they posed, as well as
relevant published data are reviewed.
Case Reports
Case I
A 58 year old woman was admitted to the University of Iowa
Hospital with symptoms of congestive heart failure. She had a
history of rheumatic fever and had known of a heart murmur since
childhood. Five years earlier she had two episodes of cerebrovas-
cular accident, believed to have been embolic in origin, leaving
her with right hemiparesis and expressive aphasia. Chronic atrial
fibrillation was noted at that time.
Physical findings on admission included blood pressure of 90/
60 mm Hg, irregular heart rate of 80 to 90 beats/min, elevated
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an unrelated tumor. The patient's condition improved
after mitral valve reconstruction and resection of the
tumor. In both cases, the relatively immobile tumor was
not physically in contact with the mitral valve and prob-
ably was not responsible for the valve disease. Both pa-
tients presented with dyspnea, to which the tumors may
have contributed by causing partial obstruction of the
pulmonary veins. Diagnostic and therapeutic problems
resulting from the association of atrial myxoma and un-
related mitral valve disease are discussed.
jugular venous pressure with prominent V waves, a left parasternal
impulse, a loud first heart sound and an accentuated pulmonary
component of the second heart sound, a grade 2/6 holosystolic
murmur at the apex that radiated to the left lower sternal border
and axilla and a 2/6 apical mid-diastolic rumble. No opening snap
or other diastolic sounds were heard. The lungs were clear and no
peripheral edema was noted. The electrocardiogram showed atrial
fibrillation and right ventricular hypertrophy. Chest X-ray films
showed cardiomegaly with calcification in the mitral valve region
and pulmonary interstitial edema.
M-mode and two-dimensional echocardiograms demonstrated
typical findings of mitral stenosis with heavily calcified and thick-
ened mitral valve leaflets with a stiff, markedly restricted motion
(Fig. I and 2). A large echo-dense mass within a markedly dilated
left atrium was also present. The mass appeared to have a broad-
based attachment to the interatrial septum. It was not pedunculated
and did not move with the heartbeat or encroach on the mitral
valve apparatus.
Cardiac catheterization confirmed the presence of mitral ste-
nosis (mitral valve area = 0.6 cm-) with significant pulmonary
hypertension (90/40 mm Hg). Left ventricular angiography re-
vealed mild mitral regurgitation. Selective coronary arteriography
showed a highly vascularized left atrial mass nourished by a large
vessel from the left circumflex artery and two smaller vessels from
the right coronary artery.
At surgery, the mitral valve was heavily calcified and admitted
only the tip of the small finger. There was a very large mass within
the left atnum, attached to most of the interatrial septum and part
of the left atrial posterior wall. Because of the substantial size of
the mass and widespread attachment to the left atrial chamber, the
surgeons decided that excision of the tumor and left atrial recon-
struction and mitral valve replacement were not technically fea-
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Figure 1. Case I . M-mode echocardiogram showing a
scan from left ventricle to aorta (Ao) , demonstrating typ-
ical features of mitral stenosis . The arrow points to the
left atrial myxoma . The tumor IS not seen in the region
of the mitral valve (MV) . LA = left atrium .
sible. Biopsy of the tumor and mitral valve commissurotomy were
performed . The histologic findings confirmed that the tumor was
an atrial myxoma.
The patient improved symptomatically and the pulmonary artery
wedge pressure decreased after the operation to 12 to 14 mm Hg.
Subsequently, symptoms of biventricular heart failure reappeared
and the patient was readmitted with severe biventricular congestive
heart failure. A repeat two-dimen sional echocardiogram showed
severe mitral stenosis and tricuspid regurgitation and essentially
no change in the size of the left atrial myxoma.
Case 2
A 63 year old woman was referred for evaluation of severe
mitral insufficiency . For 7 years, she had known of a heart murmur
and irregular pulse for which digoxin had been prescribed. During
that period, she had progressive exertional dyspnea and had dif-
Figure 2. Case I. Two-dimensional echocardiographic still frames In long
axis (LAX) views (diastole and systole) and short axis (SAX) view. Thin
arrows point to the thickened, stenotic mitral valve leaflets. The large
arrows point to the myxoma, which on the short axis view can be seen
attached to the interatrial septum. The tumor was immobile and not pe-
dunculated. LA = left atrium; LV = left ventricle ; RA = right atrium .
ficulty doing housework. One month earlier, she had been seen
by a local cardiologist who performed an M-mode echocardiogram
and diagnosed severe mitral regurgitation secondary to pansystolic
mitral valve prolapse; he referred the patient for mitral valve
replacement.
On examination, the patient appeared chronically ill with an
irregular pulse of 60 to 80 beats/min and a blood pressure of 115/
70 mm Hg. The jugular venous pressure was mildly elevated. The
apical impulse was forceful and sustained at the sixth intercostal
space, 2 em lateral to the midclavicular line. The first heart sound
was attenuated , the second was normally split and a faint third
heart sound was present. A holosystolic high-pitched murmur,
grade 3/6, was heard at the apex and radiated to the axilla and left
sternal border. A short mid-diastolic rumble was also heard . The
electrocardiogram showed atrial fibrillation with frequent ventric-
ular premature complexes and nonspecific ST-T wave abnormal-
ities. Chest X-ray films showed marked cardiomegaly with redis-
tribution of pulmonary venous blood.
M-mode and two-dimensional echocardiograms showed left
atrial and left ventricular enlargement and pansystolic prolapse of
the mitral valve. A large sessile tumor, broadly attached to the
interatrial septum, was found in the left atrium. The mass was
relatively immobile and at no time made contact with the mitral
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valve (Fig. 3), On the basis of these findings, cardiac catheter-
ization was considered unnecessary and the patient was referred
to surgery.
At surgery, all four chambers were markedly enlarged and
severe mitral regurgitation was noted. A large (8 x 6.5 cm) left
atrial myxoma was found. It was round, firm, attachedby a broad
base to the interatrial septum and did not prolapse through the
mitral valve. The mitral valve ring was greatly dilatedwith myxo-
matousdegenerationof both leafletsand a redundantanteriorleaflet
that prolapsedmarkedlyduring systole. The myxomawas resected
and the interatrial septum was patched. Wedge resection and pli-
cation of the anterior leaflet of the mitral valve were done and
anuloplasty, using a Carpentier ring, was performed. Histologic
studyconfirmedmyxoma. The patient had an uneventful recovery
and her condition improved remarkably.
Discussion
Diagnostic and therapeutic problems. Only three cases
of left atrial myxoma and unrelated mitral valve disease
have been reported (9,13,14). This rare association may
present diagnostic and therapeutic problems. When signif-
icant mitral valve disease and left atrial myxoma are dem-
onstrated by echocardiogram, uncertainty arises as to the
relative contribution of the two conditions to the patient's
symptoms and physical findings. In our cases, even though
both tumors were large, they did not occupy most of the
space in the greatly enlarged atria. Moreover, because the
tumors were sessile and did not move into or near the mitral
valve orifice, it is unlikely that they caused hemodynam-
ically significant mitral obstruction. In Patient 1, whose
tumor extended to the posterior wall, partial obstruction of
the pulmonary vein cannot be excluded; however, her re-
markable hemodynamic improvement (pulmonary wedge
pressure decreased to 12 to 14 mm Hg) with commissuro-
tomy alone, supports the view that the tumor did not have
significant hemodynamic effect.
Left atrial myxomas usually present with physical find-
ings of mitral stenosis or mixed mitral stenosis and regur-
gitation (1,3-9), but rarely as pure mitral regurgitation (10-
12). Because the physical findings in Patient 2 were of pure
Figure 3. Case 2. Two-dimensional echocardiographrc still frames. The
thin arrows point to the prolapsing leaflets of the mitral valve In systole.
The thick arrows point to the myxoma, Note that the tumor is immobile
and does not come in contact with the mitral valve either in systole or
diastole. Abbreviations as in Figure 2.
mitral regurgitation in association with a sessile immobile
tumor, it is more likely that mitral valve prolapse, rather
than the left atrial myxoma, was the major problem. Ar-
rhythmia is not a common finding in patients with atrial
myxoma (4,8). The presence of chronic atrial fibrillati~~ in
both of these patients points to the predominance of the
mitral valve disease.
Atrial myxoma versus thrombus. Another problem is
the differentiation of left atrial myxoma from left atrial
thrombus. In patients with marked left atrial enlargement
and chronic atrial fibrillation, the finding of a left atrial mass
by echocardiography makes the possibility of left atrial
thrombus very likely. Echocardiographic features differ-
entiating left atrial thrombus from left atrial myxoma have
been described (15,16). Thrombi are often irregular, lam-
inated and immobile, with a broad base attached to the
posterior wall of the left atrium, typically in association
with features of mitral stenosis (15). However, these find-
ings are not specific; in our first case, the myxoma fit the
description of a thrombus. Even angiography cannot ab-
solutely distinguish between a vascular tumor and an or-
ganized vascularized thrombus. In this case the diagnosis
could not be made with certainty until surgery. In our second
case, the echocardiographic appearance of the mass as mot-
tled, ovoid and attached to the interatrial septum in the
absence of mitral stenosis made a myxoma a more likely
diagnosis (15).
Role of surgery. With the advent of echocardiography,
both mitral stenosis and atrial myxoma can be diagnosed
rather easily and accurately. Although surgery is generally
undertaken immediately after a myxoma is demonstrated,
even in the asymptomatic patient, operation for mitral ste-
nosis may be deferred for a long time in a mildly symp-
tomatic person. The coexistence of mitral stenosis and a left
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atrial mass, even in mildly symptomatic patients, may dic-
tate surgical intervention, but this should be undertaken with
the understanding that the mass may be an organized throm-
bus. In our first case, surgery was clearly indicated for the
mitral stenosis; therefore, the question of whether the left
atrial mass was a thrombus or a myxoma was of secondary
importance. In the second case, the contribution of the mitral
valve disease to the severity of the symptoms was well
recognized. As a result, surgery was well planned and total
surgical correction was carried out.
Is there any association between myxomatous val-
vular degeneration and atrial myxoma? Myxomatous de-
generation of the mitral valve, presenting as mitral valve
prolapse, is undoubtedly far more common than atrial
myxoma. Also, myxoma is a neoplastic process, which
makes any common underlying etiology or pathologic mech-
anism unlikely. Carter et al. (17) examined the mitral and
tricuspid valves in nine patients with pedunculated atrial
myxoma and found histologic changes in seven. These,
however, were nonspecific fibrosis and thickening of the
leaflets believed to be "friction lesions." Myxomatous
changes were not found. Moreover, in all reported cases of
myxoma, there was only one case of associated mitral valve
prolapse (13). These data suggest that the two diseases are
unrelated and have only a superficial histologic resemblance
(6).
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